A selective domiciliary immunisation service has been introduced for preschool children living in the Central Manchester Health District. The service is provided for the children of parents who have given written consent for immunisation but have subsequently failed to bring their children to the clinic or their general practitioner's surgery to start or complete the basic course of immunisation against diphtheria, tetanus, whooping cough, poliomyelitis, and measles. This failure has occurred despite at least two written invitations for each injection and several reminders from the health visitor. Many additional children have been protected by this scheme.
Introduction
An active immunisation policy has been pursued in Manchester for many years. In 1928 the City Council approved a scheme to offer free immunisation against diphtheria "through every possible avenue to the public, but especially in the child welfare clinics, the school medical service, the various children's hospitals and the general practices in the City." Fifteen years later 576 cases and 26 deaths occurred in children under 15 years of age, most if not all of whom had missed the opportunity of immunisation (Annual reports on health of City of Manchester by Medical Officer of Health, 1928 and 1943) . Over the years the basic immunisation programme was extended to include whooping cough (1952) , poliomyelitis (1956) , and measles (1962) . Missed opportunity by eligible children continued to be a matter of great concern to the Health Authority.
The health visitor was recognised as the most important single factor in the promotion and implementation of the basic immunisation programme, but other measures were taken to help her.
Methods
Special immunisation campaigns-In an attempt to motivate parents and improve the uptake of immunisation special campaigns were arranged from time to time. Although each campaign showed initial success, no permanent improvement followed. The last unselective campaign in Manchester occurred in 1971, after an outbreak of diphtheria, and 81 500 children aged under 16 were immunised or given a booster.' Subsequent analysis of the results, however, showed that only 10% of those immunised at this time were preschool children whose parents had to bring them to the centre as well as give their permission.
Mobile clinic-In 1945 a mobile clinic was provided, using an adapted single decker bus, and an additional full time medical officer with support staff was appointed to operate it. The principal aim was to reach preschool children, especially those who lived at a distance from the nearest clinic. For many years the mobile clinic was responsible for over 25% of the total basic uptake of immunisation. It acted as a publicity agent as well as providing clinic facilities as near as possible to homes and it operated until 1975, by which time sufficient health centres and additional clinics had been built to bring facilities within walking distance for most families.
A computer controlled immunisation system, introduced in January 1967, resulted in some improvement in the uptake of basic immunisation (table I) , but uptake remained much lower than the 88% reported from West Sussex where computer management was pioneered. 2 Timing of basic immunisation schedule-In 1969, in accordance with national guidelines, the start of the basic course was postponed from 3 months to 5 months of age, with the second dose at 6/2 months and the third at 111/2 months. Except for 1971, when there was a special campaign, the uptake of primary immunisation in preschool children remained well below 70% until 1977 (table I) . Failure to attend for the third dose greatly reduced the number of completed courses. At 11I /months parental motivation had waned or mothers had returned to work and were unavailable to keep appointments. In 1976 a local immunisation advisory committee discussed the problem and recommended that the basic course of immunisation shou;d start at 3 months of age and the interval between doses be reduced so that the course might be completed at 6-7 months while parental motivation was at its highest.
All these measures played a part in improving the uptake of basic immunisation, and between 1975 and 1981 the uptake of diphtheria, tetanus, and polio immunisation in Manchester (North, Central, and South Manchester Health Authorities) increased from 62% to 78% ( doses from the domiciliary service (table II) and it was estimated that this service will be needed for roughly 180 preschool children living in Central Manchester Health Authority District each year-that is, 8% of births. This estimate does not include children whose parents refused consent or failed to sign consent. The service has been monitored carefully by the nursing administration and the community physician (AEJ) to ensure that it is not misused.
The cost of the domiciliary immunisation service to the Health Authority is roughly £6270 a year. This is made up of 80% of the salary of one state enrolled nurse (£4344), her travelling expenses (£926), and the equivalent of 46 sessions for a clinical medical officer (£1000).
Discussion
The uptake of basic immunisation depends not only on how parents respond to an invitation to sign consent but also on whether they subsequently keep an appointment for immunisation at a mutually agreed centre. The lower the parental cooperation the higher must be the input from the health authority. A high incidence of uptake is more difficult to achieve in preschool children than in school children because, provided valid consent has been given, a health authority may take advantage of the captive population in school. A computer managed immunisation system improves formal communications with parents, but, even if selected and programmed to suit the needs of an individual authority, it unfortunately neither changes parental attitudes nor removes apathy and indifference. For example, during the years 1970-4, and using a similar immunisation schedule and with an equally committed staff, the West Riding Scheme achieved a 95% uptake of primary immunisation3 while the City of Manchester failed to reach 70% except in 1971 when there was a special campaign. This gives some indication of the challenge facing health workers in large cities, particularly in inner city areas, where, contrary to some informed opinion, special inducements are needed to achieve a high uptake of immunisations. The published rates of vaccination for Manchester before 1978 are, however, lower than the true uptake of doses because of a strict adherence to the earlier DHSS guidelines.
In 1982 Central Manchester Health Authority was providing community health services for a population of 131 900, somewhat less than one third of the City of Manchester. The number of births was 2128. The district consists of nine electoral wards within the City, all of which are designated by central government as part of the Manchester-Salford Inner City Partnership Area. This inner city district is recognised by central government as an area of multiple deprivation, which is reflected in a negative or sluggish response from many parents to repeated invitations to sign a consent form and bring their child to an agreed location for immunisation. In 1982 only 40 parents (2%) refused consent for primary immunisation.
The domiciliary service was introduced to protect a vulnerable group of preschool children whose parents had been persuaded to sign consent but, in the opinion of the health visitors, would not otherwise receive immunisation or complete the course, at least until school entry. Most of these children belonged to unskilled manual families and lived in an environment that lowered their resistance to prevalent infections. There was no evidence of child abuse, but the standard of child care was below the average for the district. In most cases there was evidence of parental irresponsibility and serious social problems. None of the mothers had a valid reason for not attending the clinic. Reasons given were, "Don't know," "Always forget," "Can't be bothered." Very few of the mothers were employed outside the home and none lived far from a clinic. Most of the children were in one parent families; few were from ethnic minority groups, although often the family consisted of a white mother and several coloured children.
The domiciliary immunisation service is centred on one immunisation nurse who has a commitment to the scheme and has the necessary attributes to be accepted both by the referring health visitor and the defaulting parents. An input is also required from health visitors and medical staff. The skills of the health visitor are used to identify suitable referrals and obtain parental consent. A doctor is needed in the home to assess medical fitness for immunisation and to give the injections, because all the referred children have a very poor clinic attendance record and the standard of child care is below the average for the district. Often an injection has to be deferred on medical grounds.
One particular nurse coordinates the domiciliary immunisation service, but the accompanying doctor is one of a group of interested community health doctors and community physicians. If the duty is shared in this way it cannot be considered to be a burden or a waste of professional time, and it is an effective way of obtaining first hand knowledge of the problems and health needs of the community.
I thank Dr Noel Preston, University of Manchester, for his help and encouragement in preparing this paper.
Introduction
Clinical trials have agreed widely that the long term prophylactic use of 13 adrenergic blocking drugs after myocardial infarction reduces mortality,'-5 but even though the evidence is probably accepted by most practising physicians, disagreement continues on how it should be translated into clinical practice. Is the reduction in mortality large enough to justify the cost in both human and economic terms? Is 1 blockade only worth while in certain categories of patient? How long is long term? To gain some insight into the effects of this recent research we carried out a simple survey among a sample of British cardiologists to assess their current clinical practice. In addition, we used this opportunity to investigate the feasibility of a clinical trial to establish the effect of withdrawing 13 blockade after one or two years' treatment after myocardial infarction (a "stopping trial"). 
Methods
A random sample of 100 cardiologists was drawn from a list of all British consultant cardiologists. Attempts were made to exclude those not in clinical practice. A questionnaire was sent to each member of the sample. Nonresponders were contacted again, first by letter and then by telephone. Incomplete or unclear forms were also corrected whenever possible after further contact by letter or telephone. Tables I-V show the questions asked. They were intended to be clear and simple and to relate to a limited number of important issues.
Results
Of the 100 doctors surveyed, six were found not to be practising cardiologists, three stated that they did not have postinfarction patients under their care, four refused to complete the form, and four did not respond in any way. There were thus 83 questionnaires for analysis from the 91 cardiologists supposedly eligible for the survey; 75 were complete.
Tables I-V summarise the responses to the questions. (table II) . Those who set an age limit nearly all chose 65 or 70. Most reckoned to treat patients prophylactically for over a year, and nearly half for more than two years (table III) . *"Younger patients who may be at increased risk," and "Policy (3) together with patients without angina but with a positive post myocardial infarction exercise test."
